A case of amyloid tumour of the colon and the first in association with a carcinoma is reported. A previously healthy 65 year old man presented with non-specific symptoms of lower abdominal pain and flatulence without rectal bleeding. A clinical diagnosis of diverticular disease was made and colonoscopy performed. Two lesions (one at 15 cm and the other at 30 cm from the anal margin) were found on endoscopy and removed. On histology, the lesion at 15 cm was a moderately differentiated adenocarcinoma and that at 30 cm contained amyloid. Further tests (standard tinctorial methods and immunohistochemistry) revealed the 30 cm lesion to be an amyloid tumour of the colon of AL (k) type. When biopsy of an atypical, large, solitary colorectal lesion reveals amyloid deposition, the possibility of an amyloid tumour should be considered and the lesion resected. (J7 Clin Pathol 1995;48:592-593) 
Diffuse deposition of amyloid in the rectum is a well recognised occurrence in many chronic systemic diseases. Rarely, large localised collections of amyloid ("amyloid tumours") may develop in the absence of underlying chronic disease. Although these may arise at several sites,'-5 only one previous case has been reported in the rectum. 6 We report a further case of amyloid tumour of the colon and the first in association with a carcinoma. likely to be the case in colonic amyloid tumours and the prognosis in the present case will probably be determined by the behaviour of the synchronous rectal adenocarcinoma.
In conclusion, when biopsy of an atypical, large, solitary lesion in the colorectum reveals amyloid deposition, the possibility of an amyloid tumour should be considered and the lesion resected.
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